A 49-year-old male presented with chills and a fever. Five years previously, he underwent ascending aorta and aortic arch replacement using the elephant trunk technique for DeBakey type 1 aortic dissection. The preoperative evaluation found an esophago-paraprosthetic fistula between the prosthetic graft and the esophagus. Multiple-stage surgery was performed with appropriate antibiotic and antifungal management. First, we performed esophageal exclusion and drainage of the perigraft abscess. Second, we removed the previous graft, debrided the abscess, and performed an in situ re-replacement of the ascending aorta, aortic arch, and proximal descending thoracic aorta, with separate replacement of the innominate artery, left common carotid artery, and extra-anatomical bypass of the left subclavian artery. Finally, staged esophageal reconstruction was performed via transthoracic anastomosis. The patient's postoperative course was unremarkable and the patient has done well without dietary problems or recurrent infections over one and a half years of follow-up.
Five years previously, he underwent graft replacement of the ascending aorta and total arch for DeBakey type 1 aortic dissection with a 24-mm Dacron graft using the elephant trunk technique. Chills and febrile sense were the only symptoms; dysphagia, chest pain, and hematemesis were not evident. Esophagography demonstrated no leakage or stricture at the anastomosis site (Fig. 2) . Postoperative computed tomography revealed a stable state of aortic dissection from the descending thoracic aorta to the abdominal aorta and no significant stenosis of the bypass graft (Fig. 3) . The patient was discharged after six weeks, approximately six months after his first presentation. The patient has been well over one and half years of follow-up, without any hemodynamic or dietary problems.
DISCUSSION
The case involved EPPF caused by the development of a pseudoaneurysm at the descending thoracic aorta after replacement of the ascending aorta and aortic arch with a 24-mm Dacron graft using the elephant trunk technique for DeBakey type 1 aortic dissection. TEVAR should only be considered as a stop-gap measure to achieve short-term hemostasis until the start of definitive treatment by conventional surgery within a few hours or days [1, 4, 7, 8] .
In our case, we planned multiple-stage surgery because the clinical diagnosis was EPPF and the patient's physical status was poor. Esophagectomy, esophageal mucosal stripping, cervical esophagostomy, and feeding gastrostomy were per- In the final stage of the operation, esophageal reconstruction was successfully performed after the patient's medical condition had improved and stabilized. With regard to reconstruction of the esophagus, delayed reconstruction of the gastrointestinal continuity by means of an esophago-gastric anastomosis in the cervical area or pedicled colon interposition through the antesternal route may follow [1] . In this case, the posterior mediastinal route was used instead of the substernal route for esophageal reconstruction because the artificial aortic grafts were located in the substernal area, and also because severe adhesion was present. Transthoracic anastomosis was performed instead of cervical anastomosis because it was not feasible to bring the gastric conduit to the neck through a narrow fibrotic thoracic inlet for anastomosis.
We placed an anvil during the cervical phase and anastomosed in the thoracic phase. Thus, the esophagogastric anastomosis site was located at the thoracic inlet.
We report a case of the successful surgical management of secondary AEF caused by graft infection after ascending aorta and aortic arch replacement. We hope that this approach may extend the therapeutic options for treating secondary AEF.
